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Abstract
Purpose
To understand the emotional difficulties associated with living with the ocular condition Reti-
nitis Pigmentosa, and to examine the functioning of a self-report instrument used to assess
this construct.
Methods
The difficulty of goals and tasks in the emotional health domain of the Dutch ICF Activity
Inventory were rated by 166 people with Retinitis Pigmentosa in a cross-sectional study.
Demographic factors were also assessed.
Results
Responses to the 23 emotional health tasks were Rasch analysed and could be used to
form either one 20 item overview scale with some multidimensionality, or three unidimen-
sional subscales addressing feelings (4 items), communicating visual loss (5 items) and
fatigue (7 items). The most difficult individual tasks related to communicating visual loss to
other people, and dealing with feelings such as frustration, anxiety and stress. The use of
mobility aids and female gender were associated with increased difficulty with emotional
health, explaining 19% of the variance in the overview scale.
Conclusions
The emotional health domain of the Dutch ICF Activity Inventory is a valid tool to assess
emotional difficulties arising from visual loss. Interventions to aid people with Retinitis Pig-
mentosa deal with emotional difficulties should particularly address communicating vision
loss effectively to others and coping with negative feelings.
PLOS ONE | DOI:10.1371/journal.pone.0145866 December 29, 2015 1 / 17
OPEN ACCESS
Citation: Latham K, Baranian M, Timmis M, Pardhan
S (2015) Emotional Health of People with Visual
Impairment Caused by Retinitis Pigmentosa. PLoS
ONE 10(12): e0145866. doi:10.1371/journal.
pone.0145866
Editor: Knut Stieger, Justus-Liebig-University
Giessen, GERMANY
Received: September 9, 2015
Accepted: December 9, 2015
Published: December 29, 2015
Copyright: © 2015 Latham et al. This is an open
access article distributed under the terms of the
Creative Commons Attribution License, which permits
unrestricted use, distribution, and reproduction in any
medium, provided the original author and source are
credited.
Data Availability Statement: Data have been
deposited to Figshare: http://dx.doi.org/10.6084/m9.
figshare.1536762.
Funding: MB was supported by an Anglia Ruskin
University Bursary. The funders had no role in study
design, data collection and analysis, decision to
publish, or preparation of the manuscript.
Competing Interests: The authors have declared
that no competing interests exist.
Introduction
Retinitis Pigmentosa (RP) is an inherited condition with several genotypes, causing bilateral
retinal dystrophy [1]. Such dystrophies are the commonest cause of registerable visual
impairment in people of working age in the United Kingdom (UK) [2]. The visual impairments
associated with the initial stages of RP typically include impaired scotopic vision and reduced
peripheral visual field [3]. In later stages, central vision can become affected with reduced visual
acuity, contrast sensitivity and colour vision [3]. These impairments lead to particular difficulty
with mobility [4], and as the condition affects people from a young age [5] also has a significant
impact on working activities [4].
Acquired visual loss has the potential to have a profound impact on an individual’s mental
health and emotional well-being. It is known that older people who experience sight loss have
higher rates of depression than sighted peers [6–8], and the depression can persist for signifi-
cant periods of time [9, 10]. In its most extreme effects, older people with visual impairment
have higher mortality rates [11, 12] and may be more likely to commit suicide [13–15] than
those with good vision. However, effective emotional adjustment to experiencing visual loss is
possible [16, 17], and is associated with greater acceptance of visual loss, better social support,
and a positive attitude [16, 17].
However, much of the research examining emotional health in acquired visual loss has con-
sidered people with age-related macular degeneration (AMD) [18] or older people in general
[19]. As RP presents at younger ages, and affects vision differently to AMD by predominantly
affecting peripheral rather than central visual function, it is of value to independently assess the
impact of this particular condition on people’s emotional health.
Questionnaires have been developed to examine the effects of visual loss on daily living
[20]. Of these instruments, the importance of emotional health as an area requiring potential
rehabilitation for those with visual impairment has been noted in the construction of the
Dutch ICF Activity Inventory (D-AI; [21]). The D-AI is an instrument for assessing the reha-
bilitative needs and priorities of visually impaired people, and is used on a routine basis in the
Netherlands [22]. It was designed using the framework of the International Classification of
Functioning, Disability and Health [23], which specifies nine ‘Activity and Participation’
domains (learning and applying knowledge, general tasks and demands, communication,
mobility, self care, domestic life, interpersonal interactions and relationships, major life areas,
and community, social and civic life). The additional domain of ‘emotional health’ was added
to the D-AI on the basis of its importance in focus group responses from both patients and
visual rehabilitation professionals [24] and has a high priority in rehabilitation needs, exceeded
in importance only by goals of ‘learning and applying knowledge’ such as reading [25].
The D-AI is administered by firstly asking people to rate the importance and difficulty of 47
goals that underlie the ten domains of the instrument. Following this, the difficulty of tasks
underlying the most important and difficult goals can be assessed in order to develop a rehabil-
itation plan for an individual [22], or to provide a more detailed understanding of the issues
causing difficulty with specific goals. It has been shown that use of the D-AI to identify rehabil-
itation needs in a structured way identifies far more needs (on average 24 vs. 6.7 rehabilitation
needs) than when assessed by a usual case history method [22].
The D-AI has been analysed at goal level using Rasch analysis to validate and evaluate the
questionnaire [4]. Rasch analysis is a probabilistic measurement model used to construct a lin-
ear measure from ordinal observations [26], allowing both application of parametric statistics
to responses and detailed evaluation of questionnaire performance [27], such as the extent to
which questions address the same issue or construct (unidimensionality), the ordering of the
items in terms of difficulty, and the ordering of respondents in terms of ability. In a group of
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people with visual impairment due to Retinitis Pigmentosa [4], responses to the emotional
health goals of the D-AI were not consistent with the remainder of the goals related to specific
visual activities of daily living, and were therefore removed from the instrument as they did not
support its unidimensionality [27]. However, in provisional ordinal analysis of the data [28],
the emotional health goals of the instrument were the area of most difficulty for those in the
early stages of visual loss, who were not registerable as visually impaired. Therefore, it is of
interest to examine responses to the emotional health questions of the D-AI in more detail at
task level, separated from other areas of the instrument, in order to understand specific areas of
difficulty in maintaining emotional health in the face of vision loss. The emotional health
domain of the D-AI has previously been evaluated in a sample of people with mixed causes of
low vision, but using classical analysis techniques [29]. It was found that the most appropriate
construct for the emotional health tasks was to underpin two separate goals of ‘emotional
health’ and ‘fatigue’.
The aim of this study was therefore to assess the difficulty of tasks associated with emotional
health for those with visual loss due to Retinitis Pigmentosa. Understanding the aspects causing
most difficulty could provide evidence to guide the development of appropriate support pro-
grams. Integral to this aim is an examination of the performance of the emotional health
domain of the D-AI using Rasch analysis in this sample, extending the validation of the instru-
ment beyond that already available [4, 25].
Methods
Participants
Participants were recruited by advertising the study through the charity Retinitis Pigmentosa
Fighting Blindness (RPFB), and by contacting people with RP who had taken part in a previous
study [4] and had agreed that they could be contacted about future studies. Note that a differ-
ent sample of people participated in the present study as compared to previous work on the
D-AI at goal level only [4]. Potential participants were provided with the internet address of
the online questionnaire, and contact details of the researchers for further information. Inclu-
sion criteria were that the participant self-reported that they had RP, and were 18 years of age
or over. Ethical approval was received from Anglia Ruskin University Faculty of Science and
Technology Research Ethics Committee (DREP/N0514.3), and the tenets of the Declaration of
Helsinki were upheld. Once the nature of the study had been explained, participants gave their
informed consent to take part by checking a box on the web page. Participants could not pro-
ceed to the questionnaire without giving their informed consent.
Procedures
Information regarding the participants’ age, gender, duration of visual impairment, use of
mobility aids, and visual impairment registration status were requested. In the UK, people can
be registered as sight impaired (SI) with full visual field and visual acuity (VA) 3/60–6/60, VA
up to 6/24 with a ‘moderately contracted’ visual field, or VA 6/18 or better if there is a ‘gross’
field defect. Severely sight impaired (SSI) registration is available to those with VA<3/60 and
full visual field, VA between 3/60 and 6/60 with a ‘significantly contracted’ field of vision, or
VA of>6/60 with a ‘severely contracted’ field of vision [30]. It should be noted however, that
interpretation of these guidelines with respect to field loss is not consistent [31].
Participants were asked to rate the importance and difficulty of the two goals of the Dutch
ICF Activity Inventory (D-AI) underpinning the emotional health subscale [32]. These are: ‘Is
maintaining your emotional health and accepting your visual impairment difficult for you to
achieve due to your visual impairment?’ and ‘Do you have difficulties with fatigue,
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concentration and balancing energy levels due to your visual impairment?’ Goals were scored
according to the following scale: 0 = not important or not applicable; 5 = no difficulty; 4 = slight
difficulty; 3 = moderate difficulty, 2 = severe difficulty, 1 = impossible without help.
Participants who responded that a goal was relevant and of some difficulty (i.e. scores of
4–1) were asked how difficult a range of tasks underpinning this goal were (outlined in Tables
1 and 2). Response options were: 0 = not applicable (considered as missing data); 5 = no diffi-
culty; 4 = slight difficulty; 3 = moderate difficulty, 2 = severe difficulty, 1 = impossible without
help. All questions were administered in English.
Table 1. Task questions underlying the goal ‘maintaining emotional health’.
Item
no
Task
1 Deal with feelings of loneliness
2 Deal with gloomy or sad feelings
3 Deal with frustration, anger or despair
4 Deal with feelings of anxiety
5 Deal with stress
6 Deal with feelings of inferiority
7 Enjoy shared / group activities
8 Be open about your visual impairment with strangers
9 Be open about your visual impairment with acquaintances
10 Deal with misunderstandings from others because of your visual impairment
11 Explain to others what you can and cannot see
12 Ask for help from people you know
13 Refuse help from people you know
14 Deal with changing roles and relationships because of your visual impairment (with people close
to you)
Participants were asked: ‘These questions relate to your emotional health and accepting your visual
impairment. How difﬁcult are each of the tasks below to do without the assistance of another person, but
with any assistive devices that you use?’
doi:10.1371/journal.pone.0145866.t001
Table 2. Task questions underlying the goal ‘fatigue’.
Item
no
Task
15 Sustain your daily activities during the day, such as shopping, cooking or arranging things
16 Finish your daily activities in time
17 Get somewhere without getting too tired
18 Stay focused and concentrated
19 Perform your daily activities without suffering from discomfort in the eyes (e.g. eye strain)
20 Perform daily activities without suffering from other symptoms (such as neck, back or headache)
21 Balance your energy during the day (e.g. so that you have some energy left at the end of the
day)
22 Do things in your spare time (such as hobbies or social contacts)
23 Keep a day and night rhythm
Participants were asked: ‘These questions relate to coping with fatigue and balancing energy levels. How
difﬁcult are each of the tasks below to do without the assistance of another person, but with any assistive
devices that you use?’
doi:10.1371/journal.pone.0145866.t002
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Analysis
Rasch analysis of the task responses was undertaken using Winsteps version 3.80.1 [33]. Person
and item measures are produced in logits, or log odds units, which represent the likelihood of a
person having the ability to achieve an item, or an item being achievable for a person. The aver-
age logit value for both persons and items is arbitrarily set to zero. The ordinal scale of diffi-
culty from 1 to 5 with higher numbers indicating less difficulty differed from the original D-AI,
where higher scores indicated greater difficulty. The scale used was chosen so that on the
resulting interval scale, a higher positive person measure indicates that an individual perceives
that they have greater ability with the items, and a higher item measure indicates that an indi-
vidual would need greater ability in order to achieve the task, therefore representing a ‘harder’
item. Note that with Rasch analysed data, missing data from questions that are not applicable
to individuals do not affect the legitimacy of the scores obtained.
Rasch analysis was undertaken with a single Andrich rating scale model [34]. Initially, cate-
gory thresholds were examined to determine if all categories were utilised, that categories were
used in order of functional ability, and that each category was the most probable response at
some point on the ability scale. Note that as the location of category thresholds differs between
scales, the person and item logit values derived in analyses can be only be compared within
scales, and not between scales. The fit of items to a unidimensional construct was assessed,
with acceptable fit defined as infit and outfit meansquare (mnsq) values within a range of 0.6 to
1.4 [4, 35]. Any ill-fitting goals were removed iteratively, with the most misfitting removed first
and the analysis repeated until all item fits were within the specified range.
The reliability indices of the resulting instrument were assessed in terms of person separa-
tion statistics, which provide an indication of the instrument’s ability to discriminate between
respondents: person separation and person reliability should be greater than the suggested
minima of 2.0 and 0.80 respectively [36]. Further, item separation statistics provide an indica-
tion of how reliably ordered the items are in terms of difficulty: item separation and item reli-
ability should be in excess of suggested minima of 3.0 and 0.90 [36]. Targeting, or the
difference between mean item and person measures, should ideally be less than 1.0 logit [37].
Uniform differential item functioning (DIF), or item bias, was examined to determine
whether responses to any of the items varied significantly depending on the type of person
responding to the questionnaire as defined by the demographic variables assessed. DIF tests
the assumption that an item has extra difficulty for all those in one classification group. To be
noticeable, the difference in difficulty of an item between two groups should have a DIF con-
trast of at least 0.5 logits [38] with a statistically significant probability (p<.01) indicating little
likelihood of this difference occurring by chance [38]. DIF greater than 1.0 logit may damage
the integrity of the scale and merit action in terms of splitting the item or removing it.
Further assessment of the unidimensionality of the instrument is important to demonstrate
the extent to which an instrument assesses a single latent trait. In Rasch residual-based princi-
pal components analysis (PCA), the variance in the data that is accounted for by the Rasch
dimension is first considered, with at least 60% of variance explained by the primary measure
considered to demonstrate reasonable overall unidimensionality [37, 39] in the instrument.
The unexplained variance, or residuals, are then decomposed to look for patterns that may
indicate a secondary dimension to the data rather than random noise. For potential additional
dimensions to be considered, the contrast found within the residuals after the primary model
has been extracted has to have at least the strength of two items, i.e., an eigenvalue of at least
2.0, because this is close to that seen within random data [40].
Comparisons between parameters were assessed using SPSS version 20 (IBM, New York,
USA). Relationships between two groups were determined using independent samples t-tests,
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and one factor ANOVA was used for registration status data where there were three groups.
For comparison between two continuous variables, Pearson’s r was determined.
Results
One hundred and sixty six people completed the online questionnaire. There were 91 female
and 75 male participants, with a mean age of 50±16 years (range 18–83 years), who reported
having been visually impaired for a mean duration of 22±16 years (range 6 months-70 years).
Men and women were of a similar age (t(163) = 0.88, p = 0.38), but men reported a longer
duration of visual impairment than women (males: 25.5±17.3 years, females 18.6±14.0 years, t
(163) = 2.85, p = .005). Seventeen people were not registered as visually impaired, 63 were reg-
istered as sight impaired (SI) and 86 were registered as severely sight impaired (SSI), and regis-
tration status did not differ by gender (F(1,164) = 0.79, p = .38). Eighty two people used
mobility aids (cane and / or guide dog) and 84 did not. Use of mobility aids did not differ by
gender (t(164) = -0.95, p = .35), but mobility aid users were older (users: 54.5±14.5 years, non-
users 45.4±15.9 years, t(163) = 3.86, p = .000), had been visually impaired for longer (users:
25.4±17.5 years, non-users 18.0±13.2 years, t(163) = 3.86, p = .000), and were more severely
visually impaired as indicated by their registration status (F(1,164) = 50.4, p = .000).
Of the total number of 166 respondents, 149 reported that at least one of the two emotional
health goals was relevant and of some difficulty to them, and were asked the task questions.
Each task question was relevant to between 116 and 135 people (70–81% of total respondents).
When all task items (1–23; Tables 1 and 2) underlying the domain of emotional health were
considered together, not all items fell within the fit range of 0.6–1.4, indicating deviation from
the underlying unidimensional construct of emotional health. Items 13, 8 and 9 were removed
due to underfit, with fit values up to 1.78 in the initial analysis, after which all items fell within
the defined fit limits.
The remaining 20 items are shown in Table 3 and showed ordered category functions
(Andrich thresholds none, -2.48, -0.20, 0.66 and 2.02), each of which was the most probable
response at some point on the scale. Person separation was 3.18 and reliability 0.91, and item
separation was 3.52 and reliability 0.93, indicating an adequately functioning scale. Adequate
targeting of +0.74±1.26 logits was also demonstrated. An item map is shown in Fig 1.
Examining the differential item functioning (DIF) of the items in the scale, none had notice-
able DIF when considering visual impairment registration status or gender. With respect to the
use of mobility aids, items 10 (DIF contrast +0.55±0.22 logits) 11 (+0.82±0.21) and 12 (+0.69
±0.22) were more difficult for those who do not use mobility aids, and item 15 (-0.74±0.25)
was more difficult for those who do use mobility aids. In terms of participants’ age, items 11
(+0.66±0.22) and 12 (+0.66±0.23) were more difficult for those younger than the median age
(51 years), and items 15 (-0.66±0.24) and 17 (-0.55±0.24) were more difficult for those aged
over 51 years. Item 12 (+0.59±0.22) was more difficult for those who had been visually
impaired for greater than the median period (16 years).
Rasch PCA of residuals indicated that the unidimensionality of the overview scale was not
good however. The raw variance explained by the measures was 51.2%, lower than the 60%
minimum suggested. Additionally, the raw variance explained by the items in the principal
Rasch analysis (7.8%) was less than the unexplained variance in the first contrast (8.4%), indi-
cating the presence of a significant second dimension. There were 2 contrasts with eigenvalues
greater than 2 units. The first (3.4 eigenunits) included 5 items (3, 2, 4, 5 and 6) with loadings
of more than 0.40 onto the contrast. These items relate to dealing with feelings about vision
loss. The second contrast (2.9 eigenunits) included 3 items (10, 11, 12) relating to making other
people aware of a person’s vision loss.
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Identification of contrasts in the data is consistent with the classical factor analysis of
Bruijning [29] which resulted in the tasks being separated into the two emotional health goals.
Therefore, Rasch analysis was repeated for the tasks underlying the emotional health goal
(tasks 1–14) and those underlying the fatigue goal (tasks 15–23) separately, to try to determine
appropriate unidimensional subscales.
For the emotional health questions (items 1–14), item reduction was firstly undertaken iter-
atively until all infit / outfit mnsq values were within 0.6–1.4. The worst fitting item in the ini-
tial iteration had a fit of 1.86. Only four items (2, 3, 4 and 5) relating to dealing with feelings
resulting from vision loss remained in the subscale (Table 4). Category functions were ordered
(Andrich thresholds none, -7.27, -1.26, 2.43 and 6.11), person separation was 2.74 and reliabil-
ity 0.88, item separation was 2.37 and reliability 0.85, and targeting was +0.88±4.0 logits. The
variance explained by the Rasch measures was 77.3%, and the first contrast had an eigenvalue
of 2.0.
Since the initial analysis identified a contrast of items 10–12 which were rejected in the first
sub-scale, Rasch analysis was then repeated for the remaining tasks of the emotional health
goal, excluding items 2–5 (i.e. items 1 and 6–14), to determine if a second Rasch-stable subscale
was present within these items. The worst fitting item in the initial iteration had a fit of 1.58.
After item reduction, five items (8, 9, 10, 11 and 12) relating to communicating vision loss to
other people remained in this subscale (Table 4). Category functions were ordered (Andrich
Table 3. Characteristics of the questions retained in the ‘overview’ scale.
Item
no
Task Measure SE Inﬁt Outﬁt Applicability
10 Deal with misunderstandings from others because of your visual impairment 0.61 0.11 1.11 1.14 134
11 Explain to others what you can and cannot see 0.59 0.11 1.34 1.38 134
3 Deal with frustration, anger or despair 0.53 0.11 0.73 0.73 135
19 Perform your daily activities without suffering from discomfort in the eyes (e g eye strain) 0.46 0.12 0.84 0.85 117
4 Deal with feelings of anxiety 0.42 0.11 0.64 0.64 133
5 Deal with stress 0.42 0.11 0.67 0.72 134
14 Deal with changing roles and relationships because of your visual impairment (with people
close to you)
0.33 0.11 0.83 0.80 127
20 Perform daily activities without suffering from other symptoms (such as neck, back or
headache)
0.14 0.11 1.32 1.31 121
2 Deal with gloomy or sad feelings 0.11 0.11 0.89 0.87 132
7 Enjoy shared / group activities 0.06 0.11 1.17 1.12 134
6 Deal with feelings of inferiority -0.02 0.11 1.21 1.11 131
21 Balance your energy during the day (e g so that you have some energy left at the end of the
day)
-0.03 0.11 1.10 1.11 120
18 Stay focused and concentrated -0.23 0.12 0.60 0.60 120
22 Do things in your spare time (such as hobbies or social contacts) -0.26 0.12 1.16 1.08 118
16 Finish your daily activities in time -0.30 0.12 1.23 1.24 117
1 Deal with feelings of loneliness -0.35 0.11 0.82 0.85 127
15 Sustain your daily activities during the day, such as shopping, cooking or arranging things -0.47 0.12 0.84 0.90 120
12 Ask for help from people you know -0.48 0.11 1.29 1.20 133
17 Get somewhere without getting too tired -0.55 0.12 0.86 0.85 120
23 Keep a day and night rhythm -1.00 0.13 1.34 1.19 116
Item difﬁculties of tasks retained after preliminary Rasch analysis, in order of the relative difﬁculty of tasks (most difﬁcult ﬁrst), also specifying the ﬁt of the
item (inﬁt and outﬁt meansquare) and the number of respondents (maximum 166) to whom the item was applicable.
doi:10.1371/journal.pone.0145866.t003
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Fig 1. Person-itemmap of the 20 item emotional health scale.
doi:10.1371/journal.pone.0145866.g001
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thresholds none, -3.52, -0.45, 1.06 and 2.91), person separation was 2.29 and reliability 0.84,
item separation was 5.19 and reliability 0.96, and targeting was +0.90±2.23 logits. The variance
explained by the Rasch measures was 66.8%, and the first contrast had an eigenvalue of 2.0.
For the questions underlying the fatigue goal (items 15–23), after item reduction 8 items
(15–22) were retained with fit values 0.6–1.4 (Table 4). The fit of rejected item 23 was 1.59. Cat-
egory functions were ordered (Andrich thresholds none, -2.77, -0.70, 0.79 and 2.68), person
separation was 2.64 and reliability 0.87, item separation was 2.72 and reliability 0.88, and tar-
geting was +0.88±1.78 logits. The variance explained by the Rasch measures was 62.6%, and
the first contrast had an eigenvalue of 2.1 (with items 15, 16, and 17 loading>0.4).
The presence of DIF was examined for each of the three individual subscales derived above,
using the same demographic variables as considered for the overview scale. The only item dem-
onstrating significant DIF was item 12 within the ‘Explaining’ subscale which was easier (+0.80
±0.27 logits) for those younger than the median age.
The emotional health tasks could therefore be considered as: 1) an overview of difficulty
with emotional health (Table 3) which is not strictly unidimensional; 2) three specific subscales
of questions about feelings, communicating vision loss, and fatigue (Table 4), with good unidi-
mensionality but two of the subscales (‘Feelings’ and ‘Fatigue’) having sub-optimal item separa-
tion (<3). With the proviso that neither analysis is perfect in the Rasch sense, the findings are
sufficiently robust to be able to say something useful about the emotional health difficulties
and needs of people with RP, which are now considered.
Analysis of Person Measures
Person measures were derived for the emotional health scale and the three subscales outlined
above, in order to examine factors affecting responses. Correlations between the different scales
Table 4. Items retained in the 3 sub-scales; a) ‘Feelings’, b) ‘Explaining vision loss’ and c) ‘Fatigue’.
Subscale Item
no
Task Measure SE Inﬁt Outﬁt
Feelings 3 Deal with frustration, anger or despair 0.48 0.19 0.94 0.94
4 Deal with feelings of anxiety 0.17 0.19 0.99 0.94
5 Deal with stress 0.14 0.19 1.04 1.06
2 Deal with gloomy or sad feelings -0.80 0.18 0.95 0.92
Explaining 10 Deal with misunderstandings from others because of your visual impairment 0.81 0.13 1.17 1.16
11 Explain to others what you can and cannot see 0.72 0.13 0.97 0.98
8 Be open about your visual impairment with strangers 0.14 0.13 0.96 0.98
9 Be open about your visual impairment with acquaintances -0.81 0.13 0.84 0.80
12 Ask for help from people you know -0.86 0.14 0.97 1.12
Fatigue 19 Perform your daily activities without suffering from discomfort in the eyes (e.g. eye strain) 0.79 0.13 0.96 0.99
20 Perform daily activities without suffering from other symptoms (such as neck, back or headache) 0.38 0.13 1.31 1.24
21 Balance your energy during the day (e.g. so that you have some energy left at the end of the
day)
0.16 0.13 0.90 0.85
18 Stay focused and concentrated -0.10 0.13 0.68 0.70
22 Do things in your spare time (such as hobbies or social contacts) -0.15 0.13 1.38 1.30
16 Finish your daily activities in time -0.18 0.13 1.03 1.02
15 Sustain your daily activities during the day, such as shopping, cooking or arranging things -0.39 0.13 0.76 0.79
17 Get somewhere without getting too tired -0.52 0.13 0.94 1.08
Items are presented in order of the relative difﬁculty of tasks (most difﬁcult ﬁrst), and the ﬁt of the item (inﬁt and outﬁt mnsq) is also given.
doi:10.1371/journal.pone.0145866.t004
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were all significant (p = .000 in all cases) but varied in strength, with the overview score relating
well to the subscales (Feelings: r = 0.83; Explaining: r = 0.63; Fatigue: r = 0.88), and the correla-
tion between the subscales less strong (Feelings and Explaining: r = 0.41; Feelings and Fatigue:
r = 0.56; Explaining and Fatigue: r = 0.31).
To explore the relationship between person measures for each scale and the continuous
demographic variables assessed, correlation coefficients were examined. There was no relation-
ship between any of the scales and either duration of visual impairment or age of the partici-
pant (Pearson correlation, p>0.05 in all cases).
Person measures for those with different visual impairment registration status were com-
pared using a one way ANOVA. Table 5 indicates there was no significant difference between
the registration groups on any of the scales.
For dichotomous variables, person measures were compared using independent sample t-
tests. There was a significant difference in person measure dependent on gender across all
scales (Table 6), although the significance of the difference in the ‘explaining’ subscale was only
marginal. The direction of the difference could be interpreted either as males expressing more
ability or as females expressing more difficulty in each case.
There was a significant difference in person measure across all scales apart from ‘explaining’
when comparing those who use mobility aids (cane or dog) with those who do not (Table 7).
Those who do not use mobility aids expressed more ability with the emotional health items in
each case.
Table 5. Differences in personmeasures between participants not registered, registered SI and registered SSI.
Number Mean SD F df p
Overview No: 14 1.01 0.98 1.37 2, 146 0.26
SI: 57 0.89 1.31
SSI: 78 0.58 1.27
Feelings No: 13 1.75 2.81 1.10 2, 132 0.34
SI: 51 1.31 4.16
SSI: 71 0.40 4.07
Explaining No: 13 0.55 2.19 2.63 2, 132 0.08
SI: 51 0.41 2.08
SSI: 71 1.31 2.31
Fatigue No: 10 1.79 1.44 2.60 2, 119 0.08
SI: 42 1.12 1.65
SSI: 70 0.60 1.87
doi:10.1371/journal.pone.0145866.t005
Table 6. Differences in personmeasures betweenmale (M) and female (F) participants.
Number Mean SD t df p
Overview M:62 1.20 1.01 3.95 147 .000
F: 87 0.41 1.32
Feelings M: 59 1.95 3.70 2.81 133 .006
F: 76 0.04 4.07
Explaining M: 59 1.34 2.19 2.03 133 .044
F: 76 0.55 2.24
Fatigue M: 44 1.71 1.33 4.09 120 .000
F: 78 0.41 1.85
doi:10.1371/journal.pone.0145866.t006
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Stepwise multiple regression analyses were carried out for each scale to determine the prin-
cipal demographic factors associated with person measure scores. Age, duration of visual loss,
registration status, gender and use of mobility aids were considered as independent variables
(Table 8). The use of mobility aids and female gender were associated with increased difficulty
with emotional health in the overview scale and in 2 of the 3 subscales, with younger age also
associated with more difficulty explaining visual loss. The proportion of variance explained by
these factors was relatively low however (7–22%).
Discussion
The purpose of this study was to understand the impact of RP on emotional health. In order to
do this, evaluation of the instrument used to determine emotional health difficulties was first
necessary. Applying Rasch analysis to the emotional health task questions of the D-AI allows
an evaluation of the performance of the instrument, and provides information about the diffi-
culties experienced by this group. Items were relevant to a high proportion of the people with
RP assessed in this study (70%). Considering all the tasks together, after removal of three
poorly fitting items (refusing help from people you know, and being open about your visual
impairment with strangers and acquaintances) the scale performed well, with adequate cate-
gory functioning, item fits, person and item separation and targeting. The unidimensionality of
the scale was not ideal, with two contrasts identified, suggesting that the scale might be usefully
Table 7. Differences in personmeasures between those who do not (N) and those who do (Y) usemobility aids (cane and / or guide dog).
Number Mean SD t df p
Overview N: 74 1.15 1.11 4.15 147 .000
Y: 75 0.33 1.27
Feelings N: 71 2.20 3.33 4.30 133 .000
Y: 64 -0.59 4.20
Explaining N: 71 0.86 2.40 -0.22 133 .828
Y: 64 0.94 2.06
Fatigue N: 51 1.58 1.41 3.90 120 .000
Y: 71 0.37 1.86
doi:10.1371/journal.pone.0145866.t007
Table 8. Stepwisemultiple regression models indicating the demographic variables accounting for a significant proportion of the variance in per-
sonmeasures for each of the emotional health scales examined.
Factor R2 B SE (B) F df p
Overview Mobility aids 0.11 -0.75 0.19
Gender +0.08 -0.72 0.19 16.42 2, 145 .000
Feelings Mobility aids 0.12 -2.70 0.64
Gender +0.05 -1.73 0.65 13.42 2, 131 .000
Explaining Age 0.04 +0.03 0.01
Gender +0.03 -0.77 0.38 5.13 2, 131 .007
Fatigue Gender 0.12 -1.22 0.31
Mobility aids +0.10 -1.13 0.30 16.54 2, 118 .000
The R2 value represents the proportion of variance in the data explained by the model parameter, with the increase in variance explained given for
subsequent factors to the ﬁrst selected. B represents the regression coefﬁcient of the predictor variable, and the standard error associated with this value
is also given.
doi:10.1371/journal.pone.0145866.t008
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broken down into subscales. However, the overall scale is still of use in order to compare the
relative difficulty of different items.
Breaking down the emotional health tasks into subscales produced three sets of items relat-
ing to unidimensional constructs of ‘feelings’, ‘explaining vision loss’ and ‘fatigue’. Of note is
that these very well reflect the original D-AI task structure of ‘Handle feelings’, ‘Acceptance’
and ‘Feeling Fit’ [24]. The feelings and acceptance tasks were subsequently merged into a single
‘emotional health’ goal on the basis of classical factor analysis [25, 29]. The present analysis
suggests that keeping these two sections separate may have benefits in reflecting slightly differ-
ent constructs.
Each of the three subscales of the present analysis behaves well in Rasch analysis, although
two of the scales (‘Feelings’ and ‘Fatigue’) have item separations (2.37 and 2.72 respectively)
that are slightly lower than the optimal value of 3 [36]. Item separation is used to indicate how
well the item hierarchy is defined in the scale, and values less than 3 indicate that the ordering
of item difficulties may not be precise. Low item separation can be seen either if the number of
people sampled is too small to accurately locate the item difficulties, or if the items have a rela-
tively narrow range of difficulties [36]. The latter is the more obvious problem here: by narrow-
ing the range of items in each subscale to improve unidimensionality, variation in item
difficulty is then compromised.
Whilst Rasch analysis allows retention of items that conform to a unidimensional construct,
and rejects items that are not responded to similarly to others, there is a danger that the strict-
ness of the Rasch model eliminates useful information. In this study, items were retained with
fits of 0.6–1.4, in keeping with previous literature [4, 35], which resulted in rejection of a quarter
of the items in the subscales (6 out of 23). Others have advocated even stricter limits of 0.7–1.3
[20]. However, it has been suggested that items with fits of 0.5–15 provide useful information,
and that retaining items with fits of up to 2.0 (which would include all the items rejected in the
present analysis) does not damage the integrity of the scale [35]. It is worth considering whether
such strict observance of fit criteria is necessary for instruments assessing rehabilitation needs.
Whilst neither the overview nor the three subscales respond perfectly to Rasch analysis,
either approach might be considered by future researchers utilising this section of the D-AI,
depending on the nature of the question being posed and the relative importance of strict
unidimensionality, strict location of item difficulties or provision of a comprehensive overview
of difficulties. The overview scale considers the greatest range of potential rehabilitation needs
and gives the most useful comparison of how difficult items are, but the three subscales are per-
haps more useful for considering how well the questionnaire behaves. However, by examining
responses to both the overall scale and the subscales, themes emerge that can help understand-
ing of the emotional health needs of those with RP so as to inform the requirements of rehabili-
tative interventions.
In developing the D-AI through focus groups and psychometric analyses, Bruijning and col-
leagues [21, 24] have identified appropriate and relevant areas to consider in terms of emotional
health, but which of these are the most difficult areas has not previously been evaluated. To
examine the most challenging emotional health tasks for those with RP, the item difficulties of
the Rasch analysed overview scale can be examined (Table 3). The most difficult tasks relate to
communicating visual loss to other people: dealing with misunderstandings from others because
of visual impairment, and explaining to others what you can and cannot see. Addressing these
difficulties could require training for the person with RP in how to express their visual loss to
others. Equally, a better understanding of different types of visual loss and their effects by the
general public would be helpful in addressing this issue. Training courses such as ‘MyGuide’ in
the UK [41], which introduces basic sighted guiding techniques and an understanding of how
visual loss can affect people, can only be helpful in raising awareness of visual loss to all.
Emotional Health with Retinitis Pigmentosa
PLOS ONE | DOI:10.1371/journal.pone.0145866 December 29, 2015 12 / 17
The fourth most difficult task was ‘performing daily activities without suffering discomfort
in the eyes, such as eyestrain’. Utilising residual vision that does not provide a comfortable
level of vision for required tasks will be tiring. Possibly this finding highlights the importance
of regular eye examinations or low vision assessments to ensure that refractive corrections,
tints, lighting and low vision aids provide as much functional reserve as possible between visual
function and required tasks.
The other most difficult emotional health tasks involved dealing with feelings of frustration
and anger, stress and anxiety. Dealing with such feelings is often one of the topics addressed in
self-management programs based on problem-solving approaches, which have been shown to
improve function and reduce emotional distress in older adults with AMD [42]. There is also
some evidence that the effects of such programs are greater for those whose emotional health is
poorer initially [43, 44]. However, the efficacy of self-management programs for people of
younger age or other causes of vision loss is not yet known [42], and there is some suggestion
that programs may be less effective with heterogeneous groups [19].
One study that has evaluated a self-management program in a group that included partici-
pants with RP [44] found that participants achieved lasting improvements specifically in deal-
ing with lonely and sad feelings. However, such aspects are not found to be particularly
difficult by the people with RP in the present study: ‘dealing with sad feelings’ was the ninth
most difficult item of 20 in the overview scale (+0.11 logits) and ‘dealing with feelings of loneli-
ness’ was sixteenth most difficult (-0.35 logits). The most difficult aspect for people taking part
in the self-management program was feeling frustrated or annoyed by their eyesight, consistent
with the finding in the present study of ‘dealing with frustration, anger or despair’ being the
third most difficult item (+0.52 logits). Unfortunately, whilst peer support improved this aspect
of quality of life in the short term, the beneficial effects had disappeared after 6 months [44].
Different approaches to provision of emotional support may be needed to target the areas that
people with RP find most difficult in terms of maintaining their emotional health.
In this study, some demographic factors were found to be associated with greater difficulty
with emotional health tasks. The use of mobility aids was found to be associated with greater
difficulty in all the scales apart from ‘explaining visual loss’ (Tables 7 and 8). A mobility aid not
only improves the ability for safe travel, but also acts as an indicator of visual impairment for
the user, perhaps explaining why mobility aid users did not find greater difficulty than non-
users in their ability to explain their visual loss to others. For the other scales, it is perhaps sur-
prising that those using mobility aids express greater difficulty with emotional health tasks, as
it might be considered that accepting a mobility aid could indicate better acceptance of visual
loss [45] and better emotional status. However, the finding of increased difficulty in emotional
health with the use of mobility aids might be suggested to reflect that those using mobility aids
are having greater functional difficulty in general, since users are older, with a longer duration
of visual impairment, and more severe impairment by registration status. None of these factors
related directly to emotional health scores in this sample, but previous research has shown that
both depression and anxiety increase as visual function deteriorates in RP [46], and that
depression can be mediated by functional disability [47].
Female gender was also associated with greater difficulty in all scales, particularly the
‘fatigue’ subscale. It is not clear from this association whether women find greater difficulty
with the emotional health aspects of sight loss in RP, or whether it may be more socially accept-
able for women to express such difficulty with emotional issues than men. It is known however
that women have a greater prevalence of depressive disorders [48]. The only significant differ-
ence in the characteristics of the men and women in this sample were that men reported a lon-
ger duration of visual impairment than the women, but this factor was unrelated to emotional
difficulties itself.
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However, it should be noted that whilst statistically significant, the amount of variance
explained by these predictors in each multiple regression model was low (maximum of 20%).
Other factors known to be associated with better psychosocial outcomes with vision loss, such
as depression, acceptance of visual loss, and social support [16, 17] could be better at targeting
people most likely to be experiencing difficulty with emotional health and needing support,
and it is a limitation of the present study that these were not assessed in detail. Difficulties with
the D-AI emotional health goals and task scales have been shown to relate to both depressive
symptoms and adaptation to visual loss in cross-sectional analysis [29], and longitudinally are
associated with general health status [29].
The demographic factors of age, duration of vision loss, and severity of visual loss as given
by visual impairment registration status were not associated with difficulties with emotional
health tasks. In a cross-sectional sense, it does not seem that emotional difficulties become eas-
ier or more difficult over time or with severity of visual loss. This is consistent with previous
findings in a group with mixed causes of visual impairment [49], but contrary to the findings
of others [17] who have found severity of vision loss does relate to adaptation to visual loss.
The present cross-sectional study does not tell us about the change in difficulty of emotional
health tasks for an individual over time, although difficulties in the three subscales have been
found to remain stable over the period of a year in people with mixed causes of visual
impairment, even when undergoing rehabilitation [29]. However, the present findings do sug-
gest that difficulties with emotional health and the potential need for emotional support in RP
can be substantial at any time following diagnosis.
People with RP may have different emotional health priorities to people with other causes
of visual impairment. In general, RP has a younger age of presentation than many other visu-
ally debilitating conditions: many people with RP will be working or have a lifetime of work
ahead of them, as opposed to other causes of visual impairment such as macular degeneration
where this is less likely to be an issue. RP also generally has a progressive nature rather than a
sudden onset. In terms of the emotional consequences of vision loss, the progressive nature
might be an advantage as people can come to terms with vision changes gradually, or may be a
disadvantage as continued adjustment to continually changing vision may be necessary and
concern about prognosis higher. It therefore cannot be assumed that the findings presented
here would be applicable to people with visual impairment due to other causes. Previous work
has suggested that people with RP use various strategies to help them manage the stress of pro-
gressive vision loss, including taking actions to maintain independence and keeping vision loss
in perspective [50], and the use of complementary and alternative therapies [51]. Even so,
adjustment to visual loss in RP has been suggested to differ from that experienced by people
with diabetes, another progressive condition with potential associated visual loss [52].
In summary, the task questions of the emotional domain of the D-AI were Rasch analysed
and seen to be useful in assessing the emotional health of people with RP. The most difficult
emotional health tasks for people with RP relate to communicating visual loss to other people,
dealing with negative feelings, and performing daily tasks without suffering ocular discomfort.
Rehabilitation interventions that target these areas of greatest difficulty are needed. Greater dif-
ficulty was associated with the use of mobility aids and female gender, and difficulty was not
associated with age, or duration or severity of visual loss.
Acknowledgments
The authors would like to thank the members of Retinitis Pigmentosa Fighting Blindness
(RPFB) for their enthusiastic support for this study. With thanks to Ruth van Nispen for help-
ful comments on the manuscript.
Emotional Health with Retinitis Pigmentosa
PLOS ONE | DOI:10.1371/journal.pone.0145866 December 29, 2015 14 / 17
Author Contributions
Conceived and designed the experiments: KL MBMT SP. Performed the experiments: MB.
Analyzed the data: KL MB. Contributed reagents/materials/analysis tools: KL MT SP. Wrote
the paper: KL MBMT SP.
References
1. Fahim AT, Daiger SP, Weleber RG. Retinitis Pigmentosa Overview Seattle (WA): University of Wash-
ington, Seattle: GeneReviews [Internet]; 1993–2014 [cited 2000 Aug 4 [Updated 2013 Mar 21] 18 Nov
2014]. Available from: http://www.ncbi.nlm.nih.gov/books/NBK1417/.
2. Liew G, Michaelides M, Bunce C. A comparison of the causes of blindness certifications in England and
Wales in working age adults (16–64 years), 1999–2000 with 2009–2010. BMJ Open. 2014; 4(2):
e004015. doi: 10.1136/bmjopen-2013-004015 PMID: 24525390
3. Herse P. Retinitis pigmentosa: visual function and multidisciplinary management. Clin Exp Optom.
2005; 88(5):335–50. PMID: 16255692
4. Latham K, Baranian M, Timmis MA, Pardhan S. Difficulties with goals of the Dutch ICF Activity Inven-
tory: perceptions of those with Retinitis Pigmentosa and of those who support them. Inv Ophthalmol Vis
Sci. 2015; 56:2381–91.
5. Haim M. Prevalence of retinitis pigmentosa and allied disorders in Denmark. Acta Ophthalmologica.
1992; 70(4):417–26. PMID: 1414285
6. Carabellese C, Appollonio I, Rozzini R, Bianchetti A, Frisoni GB, Frattola L, et al. Sensory impairment
and quality of life in a community elderly population. J AmGeriatr Soc. 1993; 41:401–7. PMID: 8463527
7. Rovner BW, Ganguli M. Depression and disability associated with impaired vision: the MoVIES project.
J AmGeriatrics Soc. 1998; 46:617–9.
8. Evans JR, Fletcher AE, Wormald RPL. Depression and anxiety in visually impaired older people. Oph-
thalmology. 2007; 114:283–8. PMID: 17270678
9. Rovner BW, Zisselman P, Shmuely-Dulitzki Y. Depression and disability in older people with impaired
vision: a follow up study. J AmGeriatrics Soc. 1996; 44:181–4.
10. Rovner BW, Casten RJ. Neuroticism predicts depression and disability in age-relatedmacular degener-
ation. J AmGeriatrics Soc. 2001; 49:1097–100.
11. Karpa MJ, Mitchell P, Beath K, Rochtchina E, Cumming RG,Wang J. Direct and indirect effects of
visual impairment on mortality risk in older persons: The blue mountains eye study. Arch Ophthalmol.
2009; 127(10):1347–53. doi: 10.1001/archophthalmol.2009.240 PMID: 19822852
12. Christ SL, Zheng D, Swenor BK, Lam BL, West SK, Tannenbaum SL, et al. Longitudinal relationships
among visual acuity, daily functional status, and mortality: The salisbury eye evaluation study. JAMA
Ophthalmology. 2014; 132(12):1400–6. doi: 10.1001/jamaophthalmol.2014.2847 PMID: 25144579
13. De Leo D, Hickey PA, Meneghel G, Cantor CH. Blindness, fear of sight loss, and suicide. Psychoso-
matics. 1999; 40:339–44. PMID: 10402881
14. Waern M, Rubenowitz E, Runeson B, Skoog I, Wilhelmson K, Allebeck P. Burden of illness and suicide
in elderly people: case-control study. British Medical Journal. 2002; 324(7350):1355-. PMID: 12052799
15. Lam BL, Christ SL, Lee DJ, Zheng D, Arheart KL. Reported visual impairment and risk of suicide: The
1986–1996 national health interview surveys. Arch Ophthalmol. 2008; 126(7):975–80. doi: 10.1001/
archopht.126.7.975 PMID: 18625946
16. Nyman SR, Dibb B, Victor CR, Gosney MA. Emotional well-being and adjustment to vision loss in later
life: a meta-synthesis of qualitative studies. Disability and Rehabilitation. 2012; 34(12):971–81. doi: 10.
3109/09638288.2011.626487 PMID: 22066708
17. Senra H, Barbosa F, Ferreira P, Vieira CR, Perrin PB, Rogers H, et al. Psychologic adjustment to irre-
versible vision loss in adults: A systematic review. Ophthalmology. 2014; 122:851–61.
18. Brody BL, Roch-Levecq A, Gamst AC, Maclean K, Kaplan RM, Brown SI. Self-management of age-
related macular degeneration and quality of life: A randomized controlled trial. Arch Ophthalmol. 2002;
120(11):1477–83. PMID: 12427060
19. Rees G, Xie J, Chiang PP, Larizza MF, Marella M, Hassell JB, et al. A randomised controlled trial of a
self-management programme for low vision implemented in low vision rehabilitation services. Patient
Education and Counseling. 2015; 98(2):174–81. doi: 10.1016/j.pec.2014.11.008 PMID: 25481576
20. Khadka J, McAlinden C, Pesudovs K. Quality Assessment of Ophthalmic Questionnaires: Review and
Recommendations. Optom Vis Sci. 2013; 90(8):720–44. doi: 10.1097/OPX.0000000000000001 PMID:
23873034
Emotional Health with Retinitis Pigmentosa
PLOS ONE | DOI:10.1371/journal.pone.0145866 December 29, 2015 15 / 17
21. Bruijning JE, van Nispen RMA, van Rens GHMB. Feasibility of the Dutch ICF Activity Inventory: a pilot
study BMC Health Serv Res. 2010; 10:318.
22. Bruijning J, van Nispen R, Knol D, van Rens G. Low Vision Rehabilitation Plans Comparing Two Intake
Methods. Optom Vis Sci. 2012; 89(2):203–14 PMID: 22198794
23. World Health Organization. International Classification of Functioning, Disability and Health (ICF).
2001. Available: http://www.who.int/classifications/icf/en/.
24. Bruijning JE, van Nispen RMA, Verstraten PFJ, van Rens GHMB. A Dutch ICF version of the Activity
Inventory: Results from focus groups with visually impaired persons and experts. Ophthal Epidemiol
2010; 17:366–77.
25. Bruijning JE, van Rens G, Knol D, van Nispen R. Psychometric Analyses to Improve the Dutch ICF
Activity Inventory. Optom Vis Sci. 2013; 90(8):806–19. doi: 10.1097/OPX.0b013e318282cdce PMID:
23518676
26. Bond TG, Fox CM. Applying the Rasch model: fundamental measurement in the human sciences.
Mahwah, New Jersey: Lawrence Erlbaum Associates; 2001.
27. Pesudovs K, Burr JM, Harley C, Elliott DB. The development, assessment and selection of question-
naires. Optom Vis Sci. 2007; 84:663–74. PMID: 17700331
28. Latham K, Baranian M, Timmis MA, Pardhan S. Implementation of the Dutch Activity Inventory (D-AI)
with people with Retinitis Pigmentosa. European Academy of Optometry and Optics (EAOO); Warsaw,
Poland, 2014.
29. Bruijning JE, van Rens GHMB, Fick M, Knol DL, van Nispen RMA. Longitudinal observation, evaluation
and interpretation of coping with mental (emotional) health in low vision rehabilitation using the Dutch
ICF Activity Inventory. Health and Quality of Life Outcomes. 2014; 12:182. doi: 10.1186/s12955-014-
0182-4 PMID: 25539603
30. Department of Health. Certificate of Vision Impairment: Explanatory Notes for Consultant Ophthalmolo-
gists and Hospital Eye Clinic Staff. 2013. Available: https://www.gov.uk/government/uploads/system/
uploads/attachment_data/file/213286/CVI-Explanatory-notes-in-DH-template.pdf.
31. Guerin E, Bouliotis G, King A. Visual impairment registration: evaluation of agreement among ophthal-
mologists. Eye. 2014; 28(7):808–13. doi: 10.1038/eye.2014.66 PMID: 24699168
32. Bruijning JE. Development of the Dutch ICF Activity Inventory: Investigating and evaluating rehabilita-
tion needs of visually impaired adults. Amsterdam: Vrije Universiteit; 2013. Available: http://dare.ubvu.
vu.nl/handle/1871/40382.
33. Linacre JM. WINSTEPS Rasch measurement computer program. Chicago: Winsteps.com; 2008.
34. Andrich DA. A rating scale formulation for ordered response categories. Psychometrika. 1978; 43:561–
73.
35. Wright BD, Linacre JM. Reasonable mean-square fit values. Rasch Measurement Transactions. 1994;
8:370.
36. Linacre JM. Reliability and separation of measures [30/06/2015]. Available: http://www.winsteps.com/
winman/reliability.htm.
37. Gothwal VK, Wright TA, Lamoureux EL, Pesudovs K. Rasch Analysis of Visual Function and Quality of
Life Questionnaires. Optom Vis Sci. 2009; 86(10):1160–8 doi: 10.1097/OPX.0b013e3181bab10c
PMID: 19741562
38. Linacre JM. DIF—DPF—bias—interactions concepts [17/07/2015]. Available: http://www.winsteps.
com/winman/difconcepts.htm.
39. Marella M, Gothwal VK, Pesudovs K, Lamoureux EL. Validation of the Visual Disability Questionnaire
(VDQ) in India. Optom Vis Sci. 2009; 86:E826–E35. doi: 10.1097/OPX.0b013e3181ae1b3f PMID:
19543138
40. Linacre JM. Dimensionality investigation—an example [12/11/2014]. Available: http://www.winsteps.
com/winman/multidimensionality.htm.
41. Guide Dogs. My Guide: Open for Business 2014 [30/06/2015]. Available: https://www.guidedogs.org.
uk/services/my-guide/training-for-your-organisation/.
42. Holloway EE, Xie J, Sturrock BA, Lamoureux EL, Rees G. Do problem-solving interventions improve
psychosocial outcomes in vision impaired adults: A systematic review and meta-analysis. Patient Edu-
cation and Counseling. 2015; 98(5):553–64. doi: 10.1016/j.pec.2015.01.013 PMID: 25670052
43. Brody BL, Roch-Levecq A-C, Kaplan RM, Moutier CY, Brown SI. Age-related macular degeneration:
self-management and reduction of depressive symptoms in a randomized, controlled study. J AmGeri-
atrics Soc. 2006; 54:1557–62.
44. Latham K. Evaluation of an Emotional Support Service for the Visually Impaired. Optom Vis Sci. 2013;
90(8):836–42 doi: 10.1097/OPX.0b013e31829d99ae PMID: 23851306
Emotional Health with Retinitis Pigmentosa
PLOS ONE | DOI:10.1371/journal.pone.0145866 December 29, 2015 16 / 17
45. Hayeems RZ, Geller G, Finkelstein D, Faden RR. How patients experience progressive loss of visual
function: a model of adjustment using qualitative methods. Br J Ophthalmol. 2005; 89:615–20. PMID:
15834096
46. Azoulay L, Chaumet-Riffaud P, Jaron S, Roux C, Sancho S, Berdugo N, et al. Threshold Levels of
Visual Field and Acuity Loss Related to Significant Decreases in the Quality of Life and Emotional
States of Patients with Retinitis Pigmentosa. Ophthalmic Research. 2015; 54(2):78–84. doi: 10.1159/
000435886 PMID: 26228470
47. Rovner BW, Casten RJ. Activity Loss and Depression in Age-Related Macular Degeneration. Am J Ger
Psychiatry. 2002; 10(3):305–10.
48. Picinelli M, Wilkinson G. Gender differences in depression. Br J Psychiatry. 2000; 177(6):486–92.
49. Tabrett D, Latham K. Adjustment to vision loss in a mixed sample of adults with established visual
impairment. Inv Ophthalmol Vis Sci. 2012; 53:7227–34
50. Bittner AK, Edwards L, George M. Coping strategies to manage stress related to vision loss and fluctua-
tions in retinitis pigmentosa. Optometry. 2010; 81(9):461–8. doi: 10.1016/j.optm.2010.03.006 PMID:
20591747
51. Kiser AK, Dagnelie G. Reported effects of non-traditional treatments and complementary and alterna-
tive medicine by retinitis pigmentosa patients. Clin Exp Optom. 2008; 91(2):166–76. doi: 10.1111/j.
1444-0938.2007.00224.x PMID: 18271780
52. Jangra D, Ganesh A, Thackray R, Austin L, Ulster A, Sutherland J, et al. Psychosocial Adjustment to
Visual Loss in Patients with Retinitis Pigmentosa. Ophthalmic Genetics. 2007; 28(1):25–30. PMID:
17454744
Emotional Health with Retinitis Pigmentosa
PLOS ONE | DOI:10.1371/journal.pone.0145866 December 29, 2015 17 / 17
